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No symptoms will De listed.

All diseases in Part | must be causally reiated.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

“ E“ MAI I EI 1”5’! tegistration District No._

THE DIVISION OF HEALTH OF MISSQUR1

STANDARD CERTIFICATE OF DEATH

Primary Registration District No. .

59015195

STATE F NU&%S:_;

Regutmr s Ma:

1. .PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residdnce before
a. COUNTY a. STATE L‘Ii a9 Ouri b. COUNTY aghission)
b. CBTRY {If outside corporate limits, give TOWNSHIP only) Inside Limits c. chY Inside Limits
tome ST. LOUIS, MISSOURI Yosde] No[] tom  Ste Louls Yostt] No J
<. Egg&l?ﬁ%g {If hﬁhrﬁspni{ Jva[h)::anon) Length of stay in 1b d. STREEY {H outside, give locatien) Reside on Farm
ADDRESS
¢ iNsTiTUTION 0s ITAY 24 wrsg 14568 Castle Lane | YO ne3#
.
3. NAME OF DECEASED Firss Middle Last 4, DATE Month Day Y ear
(Typ» or print} or
JAMES F. JOHNSON OFATH apRIL 20 1050
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH @ AGE (In va FUNDER 1 YEAR| IF UNDER 24 HRS.
MARRIEDHE jNEVER MARRIED ] last f,.'.'.ﬂ’.di';? Months | Days Hours Min.
ala 2 Negro [, wooweo[]  oworceo[]] Qet, |
106, USUAL OCCUPATION (Giva kind of work done | 10b. KIND OF BUSINESS ORShOp 11. BIRTHPLACE (City and stata or country) 12. CITIZEN OF WHAT COUNTRY?
during most of warking life, aven if ratired) INDUSTRY 1
Latha Oparstor Mechart Machinel Brownsvilie, Tenn. - U.S.A.

13e. FATHER'S NAME
James Johmson

13b. MOTHER’S MAIDEN NAME

Mary Hentley

14. 'NAME OF HUSBAND OR WIFE
Mary Beatrice

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?

('I'Nae, or unlmqvm]l(lf yeos, g“aﬁnédu'“ of servica)

16. SOCIAL SECURITY NO.| 17.

nons

INFORMANT

Mary E, Johnson

Address
1456 Castte Lane

18. CAUSE QF DEATH (Enter only one causae per
PART 1. DEATH WAS CAUSED BY:

line for {a), (b}, and {c).)

INTERVAL BETWEEN
ONSET AND DEATH

IMMEDIATE CAUSE (o) _ ACUTE PULMONARY EDEMA 1 HOILR
Conttons tom, . DUE 10 (o _ RHEUMATIC HEART DISEASE 20 YEARS
which gave rlse to
abeve couse {a),
atoting the under- } 4/0 y
g Iylng covse last, DUE TO {c) y A
I PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the tarminal dissase condition given in PART | {a} 1%. 'gAs AOUTOPSY
ERFORMED?
E REPAIR OF MITRAL INSUFFICIENCY, POST-OFERATIVE ! _ves[} No[]
5| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in PART [ or PART Il of item 18.}
w
; ] 1 ]
U| 20e. TIME OF Howr Moanth, Day, Year
8 INJURY  am.
X pm.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inorcbouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT NOT WHILE D farm, factory, street, office bldg., eic.)
WORK O AT WORK

21. | attended the deceased from MIL 21

1959

., _APRIL 29

Death occurmiﬂ

2 l959nd last sow t;; alive on

m on the date stated gbove; and to the best of my knowledge, from the couses stated.

" e

D""‘}'Z/' "V M. D s

2 ADDREEARNES HOSPITAL

22¢. PATE SIGNED

h/30/59

230- BURIAL, CREMATION,
REMOY AL (Specify)

R

ﬁ’(/f?

23¢., NAME OF CEMETERY OR CREMATORY

Washington Park

23d. LOCATION (City, town, or county)

St.Louis Co.,Mo.

(Stste)

24, FUNERAL DIRECTCR 7

wﬁnsss
4107 Finne#

25. DATE RECD. BY LOC

Y 1

’5§ REG.

/2.

Gatas Funeral Homs

{llcensed Embalmar’'s Statemant on Reverse Side)



STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

by me, or by , Student Emb g, er No. .ooocevivnininens

working under my personal supervision.

Student

Signature of Student Embalmer
. Licensed Embalmer No../.,..... f//

ST -j-'):“:, P T P. O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply, with the above constitutes grounds for revocation of license). -
If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this hody is not embalmed, fact 'should be so stated above.

-
-




